A patient who presented with dysphagia mas found to have a cholangiocarcinoma, with metastases in the para-oesophageal lymph nodes. Although dysphagia has been described as a presenting feature of some metastatic carcinomas, to the authors' knowledge, there have been no reports of it as a presenting symptom of a cholangiocarcinoma.
Summary A patient who presented with dysphagia mas found to have a cholangiocarcinoma, with metastases in the para-oesophageal lymph nodes. Although dysphagia has been described as a presenting feature of some metastatic carcinomas, to the authors' knowledge, there have been no reports of it as a presenting symptom of a cholangiocarcinoma.
Case report
A 57-year-old man presented with dysphagia for solid foods, right shoulder-tip pain, and rapid weight loss. A barium swallow examination showed the oesophagus to be dilated above a smooth stricture 1 5 cm from the diaphragm. Upper gastrointestinal endoscopy demonstrated a smooth tight stricture at the gastro-oesophageal junction; biopsy specimens and brushings showed no evidence of malignancy.
He suddenly collapsed at home a few days later. On admission to hospital he was drowsy, with hypotension and marked peripheral vasoconstriction; there was an epigastric mass adjacent to an enlarged liver. Initial investigations showed a metabolic acidosis and a coin lesion in the right upper zone on chest X-ray. An ultrasound examination suggested focal hepatic defects and an epigastric mass. Although disseminated malignancy was likely, no histological diagnosis had been made, and he was treated with intravenous fluids and antibiotics. However, he developed abdominal tenderness and ascites. At laparotomy the liver was found to be studded with tumour nodules; cytology of a smear of one of these nodules showed anaplastic carcinoma. The patient died on the 5th postoperative day.
Post-mortem examination revealed a haemorrhagic nodular mass of tumour on the inferior surface of the liver, with similar tumour around the diaphragmatic hiatus markedly constricting the oesophagus and inferior vena cava, and a solitary tumour nodule on the right parietal pleura. Histology of the liver tumour showed a moderately well differentiated mucus-secreting adenocarcinoma in a dense fibrous stroma with the appearances of a cholangiocarcinoma. Metastases in the pleural nodule and diaphragmatic nodes were confirmed. There was no invasion of the oesophageal wall by tumour and no primary site other than the liver was found.
Discussion
Dysphagia due to compression of the oesophagus by tumour spreading directly from adjacent structures is well recognized, but compression caused by local lymph node involvement from a distant primary carcinoma is less common. Intraluminal oesophageal metastases from a distant primary carcinoma are very rare (Savary and Miller, 1978) .
In a monograph describing unusual clinical features of liver cell carcinomas, Leon-Sotomayor and Moore (1967) did not include dysphagia as a presenting symptom; however, they did refer to the report of Sohn, Valensi and Bryk (1965) , who described a patient with an intraluminal oesophageal metastasis from a hepatocellular carcinoma, in whom dysphagia developed only 8 months after presentation. Dysphagia as the presenting symptom of a prostatic carcinoma has also been reported (Gross and Freedman, 1942) .
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